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ABSTRACT 
Building on past research that has shown a positive relationship between women's 
autonamy and family planning use, this study examines the relationship between 
women's autonomy and use af family planning by type of method (non-use, traditional, 
spacing, and permanent) among women living in urban Garakhpur, India. Autonomy is 
measured in terms of decision-making, mobility, and financial control over resources. 
After controlling for possible confounding, the results from multinomial logistic 
regression show thot women with decision-making autonomy are significantly more 
likely to use both permanent and spacing methods as opposed to no method, compared 
with women without autonomous decision-making. No significant relationship was 
found between mobility or finoncial control and family planning use. These findings 
should be taken inta consideration as government and non-government agencies in 
Gorakhpur implement family planning interventions, with possible increases in modern 
family planning use deriving from attention to increasing women's decision-making 
capacity. 
BACKGROUND 
India has one ofthe world's oldest national family planning programs and has seen 
significant increases in contraceptive use and decreased fertility over the past half-
century (Gwatkin, 1979; liPS & Macro International, 2007). But the national total fertility 
rate (TFR) of 2.7 and the modern contraceptive prevalence rate (CPR) among married 
women of reproductive age (MWRA) of 49 percent obscure stark disparities between 
population sub-groups (liPS & Macro International, 2007). In Uttar Pradesh (UP) - the 
largest state in India and also one of its poorest - the TFR in 2006 was 3.8. The TFR in 
urban UP in 2006 was 3.0 and modern CPR among the urban population of UP was 42 
percent (liPS & Macro International, 2008). Despite intensive family planning 
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interventions in UP and falling TFR among rural dwellers, the urban-specific TFR 
increased slightly (from 2.88 to 2.95 births per women aged 15-44) rather than 
decreased between the 1998-99 National Family Health Surveys 2 (NFHS-2) and 2005-
2006 NFHS-3 (liPS & Macro International, 2008). Considering the rapid urbanization that 
India is experiencing, these trends are of particular concern (Sankhe et aI., 2010; UN 
Population Division, 2011). To better understand the possible factors behind the 
relatively low CPR and flat-lined TFR, this paper will explore the relationship between 
female autonomy and family planning use in urban Uttar Pradesh. 
Dyson and Moore (1983) define autonomy as the ability of a person to influence his or 
her personal environment, to access information and use it to make decisions. A 
married woman with a high degree of autonomy is therefore as likely as her husband to 
be able to determine events in her life and the lives of her family members. This 
includes making household decisions, maintaining freedom of movement outside of her 
home, and having control over personal and family finances. Mason (1995) defines 
women's autonomy as "the freedom to act as they choose, rather than as others would 
have them to act." Jejeebhoy and Sathar (2001, p. 688) define female autonomy as "the 
control women have over their own lives - the extent to which they have an equal voice 
with their husbands in matters affecting themselves and their families, control over 
material and other resources, access to knowledge and information, the authority to 
make independent decisions, freedom from constraints on physical mobility, and the 
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ability to forge equitable power relationships within families." The analysis presented in 
this paper is modeled using Jejeebhoy and Sathar's definition of autonomy. 
Past research, much of which was conducted in South Asia, has identified a significant 
link between autonomy and family planning use (Gupta, 1995; Mason & Smith, 2003; 
Morgan & Niraula, 1995; Moursund & Kravdal, 2003). Much ofthe existing research on 
autonomy and reproductive health has measured autonomy in terms of decision-making 
capacity, mobility, and financial control. In a study of national level data from Pakistan, 
Saleem and Bobak (2005) found that decision-making autonomy, but not mobility 
autonomy, is associated with increased family planning use. A study in urban Nepal did 
not look at decision-making autonomy but did find that economic autonomy, and to 
some degree mobility, were negatively correlated with unmet need for family planning 
such that those with greater autonomy are less likely to have an unmet need for family 
planning (Niraula & Lawoti, 1998). Research in Bangladesh also identified a positive 
relationship between autonomous decision-making and increased family planning use in 
both rural and urban areas (Khan, 1997). In India, Moursund and Kravdal (2003) found 
that decision-making autonomy is positively associated with family planning use. Lack of 
autonomy indicates, and may arise from, an unequal power distribution within a 
household. A woman may therefore be unable to express her desires for family size or 
contraceptive use and, if expressed, her wishes may not be valued or acted upon. It 
may also represent a barrier to contraceptive use through lack of mobility, inability to 
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control finances and therefore inability to pay for health care or family planning, and 
inability to act without approval from a spouse or other authoritative family member. 
Although there exists a substantial amount of research on the relationship between 
autonomy and family planning in South Asia, most of this research was conducted in 
rural settings or at the national level. Little has been done specifically with urban 
populations. Yet by 2010, more than half of the world population lived in urban areas; 
by 2050 it is projected that two-thirds of the world population will be urban (UN 
Population Division, 2011). In India, with continued rural to urban migration and fertility 
rates that are above the replacement level, urban populations are growing. By 2030, an 
estimated half-billion people will live in Indian cities (Sankhe et aI., 2010; UN Population 
Division, 2011). With increasing urbanization come changes in cultural norms and 
societal structure, including family structure. For example, joint family households, in 
which women typically experience less autonomy than in a nuclear family household, 
are less prevalent in urban areas than they are in rural areas (Singh, no date). As such, it 
is important to consider how autonomy within the urban context, which may be 
different than in a rural context, may impact family planning use. 
The objective of this study is to examine the relationship between autonomy and family 
planning status among women in urban Uttar Pradesh. The first hypothesis is that 
women with more autonomy will be more likely to use any method than women with 
less autonomy. This is based on the assumption that more autonomous women will be 
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more likely to achieve their fertility desires. Because sterilization is so common in India 
and the majority of women use sterilization as their first method of family planning, it is 
expected that women who are able to achieve their desired fertility will rely primarily on 
sterilization, thus the greatest contributor to the difference in use between autonomous 
and non-autonomous women will be through use of permanent methods. (liPS & Macro 
International, 2007). That being said, it is also hypothesized that autonomous women 
will be more likely than non-autonomous women to use a spacing method. Because 
spacing methods are not the norm and are likely to require somewhat routine travel 
outside of the home to procure the method, use of such a method may require greater 
autonomy to adopt and continue to use than would be necessary for a permanent 
method. 
METHODS 
Data 
The data used for this analysis were collected by the Measurement, Learning & 
Evaluation (MLE) Project as part of the baseline survey for the evaluation of the Urban 
Health Initiative in Uttar Pradesh, India. The initiative, funded by the Bill and Melinda 
Gates Foundation under the umbrella Urban Reproductive Health (RH) Initiative, seeks 
to increase access to high-quality family planning services for the urban poor in 
developing countries. The MLE project is conducting the impact evaluation to determine 
best practices in improving urban reproductive health. The Urban RH Initiative is 
working to increase modern contraceptive use in four countries: Kenya, Nigeria, Senegal 
5 
and India (specifically the state of Uttar Pradesh). Each country has approximately four 
intervention cities and two delayed intervention cities. For the purposes of this analysis, 
the baseline data from Gorakhpur, an intervention city in India, were used. Gorakhpur 
was selected because it is a mid-sized city representative of urban Uttar Pradesh (UP) as 
a whole. 
The Gorakhpur data were collected between June and August of 2010 using MLE's 
women's questionnaire, which collects data on demographic characteristics, 
reproductive history, sexual life and contraception, fertility preferences, health care 
access, maternal and child health, media exposure and gender equity. The MLE project 
also conducted a men's individual-level questionnaire in separate households from the 
women, a household questionnaire in each home where a women's or men's 
questionnaire was conducted, and facility-level surveys (audits, provider interviews, and 
exit interviews) in all study cities. This study focuses on the Gorakhpur women's data. 
The interviews were conducted among a probability sample of currently married 
women 15-49 years old who are representative of urban Gorakhpur's married women of 
reproductive age. Households in slum and non-slum Gorakhpur were selected through 
mUlti-stage sampling. Geographic information system (GIS) mapping was used to 
identify slum and non-slum areas, which were then broken down into primary sampling 
units (PSUs). Sixty-four primary sampling units (PSUs) were selected from each domain 
and mapping and household listing were employed to create the sampling frames used 
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to select households for interviews. On average, 30 households for the women's survey 
were selected in each PSU. All the selected households were visited and no 
replacements were made if a selected household was absent during data collection. In 
the selected households, all eligible and consenting women were interviewed. Data 
collectors trained by the data collection firm (Fact Indepth in Gorakhpur) conducted the 
pen-and-paper surveys in Hindi at the selected households. Participants were not 
compensated for their participation and were free to decline participation. Interviewers 
were required to secure verbal consent before commencing interviews. The response 
rate for the women's survey was 89 percent and the completed sample includes 3,022 
women. For this analysis that focuses on family planning method use, only women who 
would potentially have a reason to currently use family planning - those who are fecund 
and not currently pregnant - were included in the sample (N=2,597). In addition, 
women for whom data were incomplete or missing were not included; this accounted 
for very few respondents. 
Measures 
Three independent measures were selected for measuring the key independent 
variables on autonomy: women's decision-making, mobility, and financial control. For 
the first two, responses to multiple questions were compiled into dichotomous 
composite scores. 
• Decision-making: A composite variable was created to describe autonomous 
decision-making. Women were asked who usually makes decisions about: buying 
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food for the week, health care for the woman, health care for her children, and visits 
to her natal home. For each ofthe four decisions, women who reported that they 
primarily make the decision or that the decision is made jointly with their husband 
were given a score of one; those who reported that the decision is made primarily 
by their husband or by someone else received a zero. A dichotomous composite 
variable was then created. Women who received a one for all four decisions were 
grouped into the autonomous decision-making category and those who reported 
not having a say in at least one decision were grouped in the less autonomous 
category. Women for whom the questions about children or visits to a natal home 
were not applicable were only scored according to the relevant decisions; if they 
reported having a say in all of the applicable decisions, they were included in the 
autonomous category. 
• Mobility: Women were asked if they ever go to six different locations alone, with a 
child, only with another adult, or not at all. The locations are: a friend or relative's 
house within a 5-10 minute walk; a friend or relative's house in a different 
neighborhood; a market in the same neighborhood; a market in a different 
neighborhood; a religious event in the same neighborhood; and a religious event in a 
different neighborhood. For each location, women who responded that they ever go 
alone or with a child were given a score of one as being more mobile and those who 
go only with another adult or not at all were given a score of zero. The composite 
score added the responses for the six locations. Women who reported going to at 
least five of the locations alone or with a child were coded as a one and considered 
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to be the most mobile; women who reported going to fewer than five ofthe 
locations autonomously were given a score of zero for being less mobile. A 
composite of five locations, instead of six, was chosen to allow for the possibility 
that a woman may not have any reason to go to one of the locations alone or at all. 
• Financial control: Women were asked if they have any money of their own that they 
alone can decide how to use. Women responding 'yes' were given a score of one 
and women reporting 'no' were given a score of zero. 
To assess family planning use status, respondents were first asked if they were currently 
using any method. Those who were using family planning were then asked to specify 
which method. For this analysis, the method use outcome is as follows: 
• Non-user 
• Traditional: natural family planning, withdrawal, folk remedies 
• Temporary: condoms, pills, IUDs, implants, injectables, lactational amenorrhea 
method, and other non-permanent barrier and hormonal modern methods 
• Permanent: female sterilization and vasectomy 
As mentioned above, this analysis is restricted to non-pregnant, fecund women. To 
control for possible confounding, variables shown through previous research to be 
correlated with contraceptive use and/or autonomy were also included in the analysis 
(Fikree, Khan, Kadir, Sajan, & Rahbar, 2001; Hazarika, 2010; Moursund & Kravdal, 2003). 
The control variables include the respondent's age, education, religion, caste, wealth, 
slum residence, duration of marriage and number of sons (see Table 1 for the 
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classification of these variables). The wealth variable was calculated from principal 
components analysis based on 27 household assets (such as electricity, piped water, 
type of roof and numerous durable goods) reported on as part of the household survey; 
scores from the wealth item were grouped into 20 percent categories classified as: 
poorest, poor, medium, rich, and richest. Slum residence was determined during the 
sampling process using a unique sampling approach that employed lists of registered 
slums, spatial imagery, and ground truthing to allow GIS experts to develop maps of 
slum locations within Gorakhpur. A respondent's residence was assigned a designation 
based on these tools. 
Analysis 
Univariate, bivariate, and multivariate analyses were conducted to examine the 
variables of interest and the relationship between autonomy and method use. After 
exploring the relevant demographic characteristics, bivariate analyses were conducted 
to examine the basic relationship between each autonomy variable (sub-category and 
composite) and the family planning outcome variable. Three multinomial logistic 
regression models were then run to examine the relationship between the dependent 
variable (FP method use) and each of the three independent autonomy variables. They 
were run first without controlling for possible confounding factors and then again with 
all of the control variables to determine the effect of the autonomy variables on use 
controlling for demographic factors. All analyses are weighted and the standard errors 
are adjusted for the survey design of the study. 
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RESULTS 
Descriptive Analysis 
Demographic Descriptions 
Table 1 shows the demographic characteristics of the full sample and the analysis 
sample. The comparison between the full sample and the analysis sample illustrates that 
the analysis sample is more likely to be in the age group 25-34 and more likely to be a 
user of family planning; this is a consequence of dropping the pregnant and infecund 
women for these analyses. Among women in the analysis sample, about a third received 
no schooling at all and almost another third completed their secondary education or 
beyond. As expected for this city, the majority of women in the analysis sample are 
Hindu. Approximately 60 percent of women in the analysis sample belong to a 
disadvantaged caste. Because of intentional over-sampling for the purposes of the 
project, women living in slums represent slightly more than half of the unweighted 
analysis sample; once weighted, they account for 10 percent of the sample. Marriage 
duration is relatively evenly distributed, with a slight skew toward shorter durations, 
which is expected given that nearly 60 percent ofthe sample is below the age of 35. 
Family Planning Descriptions 
As seen in Table 1, family planning use is roughly equally distributed within the analysis 
sample, with no more than 30 percent of women falling into anyone ofthe four 
categories (non-use, traditional method use, spacing user, permanent method user). 
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Table 1. Demographic Characteristics of Women Surveyed in Gorakhpur, MlE, 2010 
Whole Sample 
Unweighted 1 Weighted 
Number of Number of 
Characteristic Women Women Percent 
Religion 
Non-Muslim 2,522 2,463 81.5 
Muslim 500 S59 18.5 
Marriage duration 
<10yrs 1,079 1,098 36.6 
10-19yrs 935 933 31.1 
20+yrs 972 970 32.3 
Number of sons 
0 695 699 23.1 
1 999 1,080 35.7 
2 820 803 26.6 
3 325 277 9.2 
4+ 183 163 5.4 
Education 
None 1,039 813 26.9 
5-7 years 417 335 11.1 
8-9 years 336 340 11.3 
10-11 years 305 360 11.9 
12+ camp 923 1,173 38.8 
Caste 
Scheduled caste/tribe 569 386 12.8 
Other/extrem. backwd caste 1,517 1,428 47.3 
None of these 933 1,206 39.9 
Slum residence 
Non-slum 1,650 3,103 90.5 
Slum 1,729 325 9.5 
Age 
15-24 567 514 17.0 
25-34 1,195 1,168 38.6 
35-39 563 584 19.3 
40-49 697 757 25.0 
Wealth Quintile 
Poorest 949 625 18.2 
Poor 708 670 19.6 
Medium 626 691 20.1 
Rich 553 707 20.6 
Richest 543 736 21.5 
Family Planning Use 
Non-user 1,108 1,089 36.0 
Traditional 535 537 17.8 
Spacing 574 639 21.1 
Permanent 805 758 25.1 
Pregnant* 
Yes 197 177 5.85 
No 2,817 2,835 93.8 
Unsure 8 11 0.35 
Fecund* 
Yes 2,790 2,769 91.74 
No 228 249 8.24 
*For remaining analyses, the sample includes only the fecund, non-pregnant women. Women 
who answered "unsure" about their pregnancy status were recoded as not pregnant. 
Analysis Sample 
Unweighted I Weighted 
Number of Number of 
Women Women Percent 
2,198 2,157 83.1 
399 440 16.9 
908 940 36.S 
875 883 34.3 
784 753 29.2 
517 525 20.2 
899 985 37.9 
749 726 28.0 
281 240 9.3 
151 121 4.7 
881 679 26.2 
353 286 11.0 
306 315 12.1 
259 300 11.6 
796 1,014 39.1 
499 348 13.4 
1,298 1,226 47.2 
798 1,022 39.4 
1,256 2,345 90.3 
1,341 251 9.7 
464 427 16.4 
1,092 1,075 41.4 
514 547 21.1 
527 548 21.1 
740 478 18.4 
541 518 20.0 
478 526 20.3 
432 542 20.9 
406 533 20.5 
683 663 25.5 
535 537 20.7 
574 639 24.6 
805 758 29.2 
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Permanent method users comprise the largest portion of the fecund, non-pregnant 
sample (29.2 percent). Traditional users are the least prominent group at 20.7 percent 
ofthe sample. 
Autonomy Descriptions 
Table 2 shows the percentage of women in the analysis sample who are autonomous on 
each sub-indicator. For the decision-making questions, women indicated who typically 
makes the decisions - primarily themselves, primarily their husbands, both spouses 
jointly, or someone else. The values range from 62 percent that have autonomous 
decision-making (joint decision or woman-only decision) on food for the week to 77 
percent that have autonomous decision-making about their children's health care. The 
composite score shows that slightly more than half of the women are considered to 
have autonomous decision-making on all four decisions. Women report somewhat less 
autonomy pertaining to mobility. While 64 percent of women ever visit a market in their 
own neighborhood alone or with a child, only 24 percent ever visit a religious event in a 
different neighborhood alone or with a child. Per the composite mobility indicator, 
slightly less than a third of women are considered to have mobility autonomy, visiting at 
least five of the six locations alone or with a child. By the financial control measure, the 
largest portion of women is autonomous. Sixty percent of women have their own 
money that they alone can decide how to use. 
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Table 2. Autonomy Characteristics 
Autonomy Measure # of Women Percent 
Oecision-Making* 
Food for the week 1,617 62.3 
Own health care 1,903 73.4 
Children's health caret 2,005 77.3 
Visits to natal hornet 1,914 73.8 
Composite Decision-making 1,329 51.2 
Mobility" 
Friend/relative 5-10 min. walk 1,571 60.6 
Friend/relative different neighborhood 1,623 62.6 
Market in own neighborhood 1,659 64.0 
Market in different neighborhood 1,397 54.0 
Religious event in own neighborhood 1,026 39.6 
Religious event in different neighborhood 629 24.2 
Composite Mobilitytt 837 32.2 
Financial Control*** 
Has control of own money 1,540 60.4 
*Primarily woman's decision or joint with husband 
**Ever goes alone or with a child 
***Has money of own that she alone can decide how to use 
t Excludes women for whom the category is not applicable, however 
for the composite indicator these women are coded as autonomous 
tt Women ever go to at least 5 of the 6 locations alone or with a child 
Bivariate Analysis 
A bivariate analysis relating each autonomy sub-indicator and composite indicator with 
the outcome variable of family planning status is detailed in Table 3. For each de.cision-
making sub-indicator, spacing and permanent method users are more likely to report 
autonomy than traditional method users and non-users. Permanent method users are 
the most likely to have autonomous decision-making, ranging from 74 percent of 
permanent users who report autonomy in deciding food for the week up to 85 percent 
who decide about their children's health care. Autonomy is lowest among non-users, 
among whom only 51 percent report autonomy in deciding food for the week. The 
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composite indicator shows that 64 percent of permanent users have autonomous 
decision-making for all four sub-indicators, compared with only 40 percent of non-users. 
Table 3. Bivariate Analysis of Autonomy Indicators and Family Planning Outcomes 
Percent with each type of autonomy 
Indicator Non-user Trad. Spacing Perm. 
Decision-Making* 
Food for the week 50.6 59.7 62.5 74.3 
Own health care 65.7 73.2 74.0 79.6 
Children's health caret 59.02¥ 80.5 84.1 85.1 
Visits to natal homet 60.0 72.8 79.3 81.8 
Composite Decision-making 40.0 49.7 49.3 63.8 
Mobility" 
Friend/relative 5-10 min. walk 49.3 59.4 58.6 73.0 
Friend/relative different neighborhood 47.8 61.9 60.1 78.3 
Market in own neighborhood 54.3 61.4 61.8 76.1 
Market in different neighborhood 44.5 49.7 49.8 68.8 
Religious event in own neighborhood 30.8 39.1 35.7 50.8 
Religious event in different neighborhood 18.4 23.7 19.4 33.9 
Composite Mobility" 24.0 30.6 27.7 44.5 
Financial Control*** 
Has control of own money 54.6 62.0 62.5 62.4 
*Primarily woman's decision or joint with husband 
**Ever goes alone or with a child 
***Has money of own that she alone can decide how to use 
t Excludes women for whom the category is not applicable 
tt Women ever go to at least 5 of the 6 locations alone or with a child 
¥ 22% of non-users do not have children 
Sample includes all fecund, non-pregnant women 
Permanent users are more likely to be autonomous at each sub-indicator level for 
mobility as well, with 76 percent of women reporting that they ever visit a market in 
their own neighborhood alone or with a child. Autonomy drops significantly when 
measured as whether a woman attends a religious event in a different neighborhood 
alone or with a child, as only 34 percent report such autonomy. Interestingly, spacing 
method users are no more likely to report autonomous behavior than traditional users. 
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In fact, for four of the six mobility sub-indicators, traditional method users are more 
likely than spacers to report autonomy. This is represented in the composite mobility 
score - 45 percent of permanent method users are autonomous on at least five of the 
sub-indicators, followed by 31 percent of traditional users, 28 percent of spacers, and 24 
percent of non-users. 
Concerning financial control, approximately 62 percent of all users of both modern and 
traditional methods report autonomous financial control. This drops to 55 percent 
among non-users. 
Multinomial Logistic Regression 
To examine the relationship between each of the autonomy indicators (mobility, 
decision-making and financial control) and family planning status, a basic multinomial 
logistic regression model was run for each. The results are detailed in Table 4 below. The 
analyses showed several statistically significant relationships (p <0.05). The model 
testing the effect of autonomous decision-making on family planning (ModellA) 
showed that autonomous women are significantly more likely to be permanent method 
users than non-users as compared with non-autonomous women. Similarly, those with 
autonomous decision-making are significantly less likely to be spacing or traditional 
method users than permanent users as compared with non-autonomous women. 
When considering mobility (Model 2A), autonomous women are Significantly more likely 
to be permanent users than non-users, compared with non-autonomous women. 
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Table 4. Multinomial Logistic Regression Findings for Family Planning Status by 
Each Measure 
Permanent 
v. Non-user 
Spacing v. Traditional v. Spacing v. Traditional v. 
Non-user Non-user Permanent Permanent 
Autonomous* .97(.15} + 
Autonomous 
Autonomous .15(.19} 
Not autonomous 
+ indicates significance at p<.OS 
*Primarily woman's decision or joint with husband 
**Ever goes alone or with a child 
.14(.16} 
***Has money of own that she alone can decide how to use 
Sample for each model includes all fecund, non-pregnant women. 
I • 
.18(.19} -.01(.22} .03(.22} 
They are also significantly less likely to be spacing or traditional method users than 
permanent method users. The financial control model (Model 3A) showed that 
autonomous women are significantly more likely than non-autonomous women to be 
permanent or spacing method users than non-users. Unlike with the mobility and 
decision-making variables, financial control autonomy is not significantly associated with 
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a decreased likelihood of spacing or traditional method use compared with permanent 
method use among autonomous women. 
When the same models are run controlling for religion, caste, slum residence, duration 
of marriage, number of sons, wealth, education, and age, much ofthe significance 
disappears. Table 4 shows the results from the multinomial logistic regression, both with 
and without controlling for the variables mentioned above. When including controls in 
the model, the only autonomy variable that is significantly correlated with family 
planning status is decision-making (ModellB). Autonomous women are significantly 
more likely to be permanent users than non-users, compared with non-autonomous 
women. They are also significantly more likely to be spacing users than non-users, 
compared with non-autonomous women. Mobility autonomy (Model 2B) and financial 
control (Model 3B) are not shown to have an independent significant effect on family 
planning use when controlling for the demographic factors. 
DISCUSSION 
This study is unique because it examines the relationship between different aspects of 
autonomy and use of specific family planning methods, whereas previous research has 
examined only the effect of autonomy on any use versus non-use of family planning. 
This study also sought to test previously identified indicators of autonomy and their 
effect on family planning use within a specific urban setting in India. As hypothesized, 
autonomy is positively correlated with permanent method use as well as spacing use 
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when measured by decision-making autonomy. Women with decision-making 
autonomy are no more or less likely to be permanent method users rather than spacing 
method users as compared with non-autonomous women, though. As with previous 
research, the effects of the different measures of autonomy are mixed (Moursund & 
Kravdal, 2003; Saleem & Bobak, 2005). Whereas decision-making autonomy is 
significantly associated with family planning use, there is no significant relationship 
between either mobility and family planning or financial control and family planning. 
This research builds on previous research, isolating the effect of autonomy on family 
planning use. In Gorakhpur, autonomy as defined by ability to make decisions is 
associated with greater probability of permanent and spacing method use compared 
with non-use, but not of greater probability of traditional method use over non-use. This 
suggests that the effect of autonomy on family planning in urban India works through 
modern method use, with a slightly stronger influence of permanent methods, when 
autonomy is measured by decision-making. That decision-making autonomy, but not 
mobility or financial control, is shown to influence family planning use is perhaps not 
surprising considering that women who have the power to make decisions either alone 
or jointly with their husbands may be better positioned to implement their fertility 
intentions. Research has shown that discussion between spouses about fertility 
intentions increases family planning use and that autonomous women are more likely to 
report discussion (La see & Becker, 1997; Salway, 1994; Sharan & Valente, 2002; 
Woldemicael, 2009). 
19 
The study does have some limitations. The wording ofthe question on mobility presents 
some limitations and may weaken the strength of any possible relationship between 
mobility autonomy and method use. The survey question was worded "Do you ever go 
to the following places alone, with a child, with another adult, or not at all?" While a 
woman was coded as autonomous if she went to at least five of the locations alone or 
with a child, it is possible that some women do not have cause to go to more than four 
ofthe locations autonomously or at all. For example, a visit to a market or a religious 
event might be social in nature, so a woman would prefer to go in the company of 
another adult, but not because of any lack of autonomy. To more strongly establish the 
relationship between mobility autonomy and method use, a question asking, "Are you 
allowed to go [the six places] alone, with a child, with another adult or not at all?" might 
have been used instead. The mobility question poses an additional issue in that traveling 
to each of the six locations may require different levels of autonomy. Traveling alone to 
a religious event in a different neighborhood may necessitate more autonomy than a 
visit to a friend's house five minutes away. For this analysis, each location was weighted 
evenly but with additional research and analysis, it may be possible to weight the 
locations according to how much additional autonomy would be required for a woman 
to visit each of the locations alone or with a child. 
Because family planning use and autonomy could theoretically reciprocally influence 
each other, another potential limitation of this study is related to an unclear direction of 
causality. With cross-sectional data, it is not possible to determine which is the most 
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appropriate direction of effect. Also, the autonomy measures that are treated as key 
independent variables in this analysis are assumed to be exogenous; in reality, these 
measures are likely to be endogenous, leading to biased estimates. With the data 
available, it is not possible to identify instruments to perform an unbiased two-stage 
least squares instrumental variable analysis; this is a limitation ofthis paper. 
Future Directions 
The findings discussed in this paper are made using cross-sectional data gathered during 
the baseline for an impact evaluation that will eventually have mUltiple data collection 
points from the same women. In the future, it may be useful to look at the relationship 
between autonomy and family planning use over time. With that information, it would 
be possible to examine whether increases in autonomy are met with increased family 
planning use, keeping in mind the issue of endogeneity. Such an analysis may produce 
useful information that could be used for future programming. 
Further research should also be conducted to examine the effects of mobility and 
financial control on family planning use in urban India, and whether these two measures 
are useful ones for indicating female autonomy and its role in contraceptive use. Though 
this study shows no significant relationship between mobility and contraceptive use, 
restricted mobility could inhibit a woman's physical access to contraceptive services and 
should not be disregarded entirely. As mentioned above, mobility as measured in this 
study may not accurately reflect women's ability to move about autonomously, 
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particularly if she visits markets and religious events with another adult by choice 
because such activities are social in nature. It may also not be a valid measurement in 
densely-packed urban areas. Rephrasing the question, as suggested, may be a solution; 
other methods of capturing autonomous movement should also be considered. 
Similarly, though in this study financial control was not shown to significantly influence 
contraceptive use in urban India, further research should be conducted to determine 
how best to measure financial autonomy in urban India and whether it influences 
contraceptive use. A woman with independent control over money may have easier 
access to the transportation and service fees needed to procure contraception 
counseling and methods, and therefore may be more likely to use a method. 
Both mobility and financial control have practical implications for contraceptive use 
pertaining to a woman's ability to reach and obtain family planning counseling and 
methods, as mentioned above. They may also be indicative ofthe power dynamic 
within a household, which may in turn influence a woman's ability to express and act 
upon her fertility preferences and a couple's likelihood of discussing their fertility 
intentions. It is possible, even likely, that the household power dynamic and its 
influencing factors have a stronger influence on contraceptive use than physical and 
financial access, and additional research to disentangle the direct effects in an urban 
Indian setting would provide further insight into the influences of autonomy on family 
planning. 
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Implications 
The results from this study should be kept in mind as government and non-
governmental entities plan family planning policies and programs for Gorakhpur. If 
decision-making autonomy is associated with family planning use, it may be wise to 
invest in programs that would increase women's decision-making capacity, such as skills 
building initiatives or media programs that portray women as decision makers. Past 
studies have shown that when a woman has a source of income independent from her 
husband, her decision-making autonomy increases (Anderson & Eswaran, 2009; 
Woldemicael,2009). This may have less to do with a woman's ability to control her own 
finances than it does with her ability to contribute independently to the family's 
economic well-being, thereby increasing her standing within her marriage or extended 
family. Regardless, income-generating initiatives may also improve decision-making 
autonomy, with a subsequent increase in modern family planning use. 
In conclusion, this study serves to provide insight into the mechanism by which 
autonomy may influence family planning use in urban Gorakhpur, India. The results 
show that decision-making autonomy is positively correlated with use of both 
permanent and spacing methods of family planning. These results should be reexamined 
in other cities throughout Uttar Pradesh and kept in mind as family planning programs 
are designed and implemented. 
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